compulsion. Growth potential remains unfulfilled in a large section of children under 5 years particularly in rapidly growing urban slums where living conditions are suboptimal. Apparently, what has been achieved so far has been mainly due to implementation of some ICDS programs viz., immunization, use of oral rehydration solutions, use of antibiotics in infections, and a vigorous attempt to improve breast feeding and child feeding practices [4] . This has been achieved despite the nonavailability of any growth standard of the recent WHO standard [9] . Another major hindrance to the success is that PEM is not taught or learned with required seriousness in undergraduate and postgraduate curricula, perhaps because severe cases are now infrequent in clinics or hospitals. This affects the quality of the pediatricians and public health workers, the prospective leaders in intervention.
The pediatrician needs a clinical syndromic diagnosis, but he should not miss the grades of S-W often mixed with other diseases. The public health workers assessing S-W should also be able to sort out severe clinical syndromes requiring urgent treatment and also severe S-W with or without other obvious clinical signs.
Hence, workers at all levels need a classification of syndromes which could be useful for clinical assessment and informative for quantitative assessment of growth failure. This was felt early, but several notable attempts failed because of (1) difficulty in characterizing and classifying all clinical syndromes and (2) considering a combination of the clinical diagnosis with an anthropometric measurement of growth failure adequately. Bhattacharyya [2] has been working on such a classification since 1957. He overcame these difficulties by characterizing and classifying a wider clinical spectrum . His characterization of clinical syndromes was based on the presence or absence of three cardinal signs, viz., bilateral pitting edema, clinically visible wasting of subcutaneous fat, and of skeletal muscles (thinning) [3] as distinct from wasting (deficit in weight for height [WH] ) in Waterlow's classification. Typical kwashiorkor dermatosis, perhaps being inconstant, did not receive attention despite emphatic references to the contrary. Bhattacharyya could first characterize four severe types: (1) classical kwashiorkor: edema, dermatosis, and no wasting; (2) kwashiorkor without dermatosis: edema, no wasting, and no dermatosis; (3) nutritional marasmus: wasting, no edema, and no dermatosis; and (4) marasmic kwashiorkor (MK): wasting, oedema, and no dermatosis. Over the years, three mild-moderate syndromes, nutritional dwarfing (ND), prekwashiorkor (PK), and premarasmus (PM) were identified. ND and PK had none of the three signs, but PM showed slight but appreciable wasting over the chest. ND had no deficit in WH but PK and PM had. Then he reported a post-kwashiorkor-marasmus dwarfing syndrome similar to ND clinically and anthropometrically but had a suggestive history of recovery from severe syndromes in recent past [2] .
He also described a syndrome with unusual degree of severe stunting with gross growth failure but did not have any of the three cardinal signs. Two types, prolonged prekwashiorkor (PPK) and recurrent kwashiorkor-marasmus (RKM) were described depending on their similar evolutionary pathways; they were named jointly as PPKPM/RKM [1] and presented it as "nutritionally battered child" in the second International Congress of Child Abuse and Neglect, in London, 1978 [3] .
Bhattacharyya then combined the clinical diagnosis with assessment of S-W status by using Waterlow's classification and modifying it after Waterlow et al. [8] . The modification showed combinations of grades of S-W in 16 cells. In this classification, clinical and anthropometric parts were considered independent of each other following the joint FAO/WHO Expert Committee [6] , but it was considered too complicated for general use.
Changed perspective
We felt that the classification could be made simpler by considering PK and PM as one entity, PK and excluding PPK/RKM but considering it a separate entity and leaving it for future acceptance or rejection. Further, the construction of S-W cells may be confusing to some, and S-W should be assessed preferably by Z scores or percentages (for day-to-day use) of the recent WHO growth standard.
We think that within such a classification system, used in adequate training and monitoring practices, the WHO Growth Standards [9] will be a useful tool supporting interventions.
